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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): October 24 & 25, 2013 -

This inspection was completed related to 3 critical incidents:
.-000788-13 Cl #2655-000037-13
L-000801-13 Cl #2655-000032-13
L-000836-13 Cl #2655-000042-13

During the course of the inspection, the inspector(s) spoke with a Resident, a
Family member, a Personal Support Worker, a Registered Practical Nurse, three
Registered Nurses, an Assistant Director of Care and the Director of Care.

During the course of the inspection, the inspector(s) made observations and
reviewed health records, policies and other relevant documentation.

The following Inspection Protocols were used during this inspection:
Falls Prevention

Safe and Secure Home

Findings of Non-Compliance were found during this inspection.

_NON-COMPLIANCE / NON - RESPECT DES EXIGENCES
s Legende '

- WN - Av;s ecnt % L
VPC Voiuntary Plan of Correctlon - |VPC - Plan de. redressement volontaire }
DR— Director. Referrai . IDR= Aiguzfiage au dlrecteur L
CO - Comphance Order Sis T H|CO -~ Ordre de conformité -
WAO — Work and Acttv;ty Order L IWAO - Ordres : travaux et actzv;tes o
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u :paragraph 2(

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.

Plan of care

Specifically failed to comply with the following:

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan
of care reviewed and revised at least every six months and at any other time

when,

(a) a goal in the plan is met; 2007, c. 8, s. 6 (10).

(b) the resident’s care needs change or care set out in the plan is no longer

necessary; or 2007, c. 8, s. 6 (10).

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :
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1. The licensee failed to ensure that the resident is re-assessed and the plan of care
reviewed and revised at least every six months and at any other time when the
resident's care needs change or care set out in the plan is no longer necessary;
specifically: '

a) A Resident had a procedure and a change in condition . This resident was not
comprehensively reassessed the plan of care was not comprehensively revised.

b) A second Resident had a procedure and a change in condition. The second
resident was not comprehensively reassessed the plan of care was not
comprehensively revised.

¢) The Director of Care and a Registered Nurse confirmed that it is an expectation that
residents are re-assessed and the plan of care revised following a change in condition
and had not been for both of these residents.[s. 6. (10) (b)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the resident is re-assessed and the plan of
care reviewed and revised at least every six months and at any other time when
the resident's care needs change or care set out in the plan is no longer
necessary, to be implemented voluntarily.

Issued on this 29th day of October, 2013

Signature of Inspector(s)/Signature de 'inspecteur ou des inspecteurs

Rhencla Kol /
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